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CHAPTER I 
INTRODUCTION 
It is agreed that although increasing specialization of 
services represents progress in medical science and technolo-
gy , it has resulted in a de-personalization of service, a loss 
of contact with the patient , and a break in the continuity of 
care . This becomes more important with increasing prevalence 
of chronic illness which requires long-term, well-coordinated 
service to achieve high standards of comprehensive care, in-
eluding diagnosis , therapy, rehabilitation, and the necessary 
supporting social services . Although this problem is recog-
nized as characteristic in large metropolitan communities , 
there is relatively little information concerning the magni -
tude or precise nature of the problem. 
Purpose 
The United Community Services of Greater Boston initiated 
the research project of which this thesis is a part in order 
to develop practical methods for measuring availability and 
continuity of care which could be repeated from time to time 
as a measure of the effectiveness of coordination within the 
community . This study was organized and supervised by the 
director of Medical Care Evaluation Studies of the u . c .s. , 
Dr . Leonard Rosenfeld , who was assisted by his medical associ-
ate , Dr . Avedis Donabedian, and by Mrs . Ruth Cowin, social 
work consultant to the Medical care Evaluation s t udies, u . c . &, 
1956 and 1957. Since it is recognized that effective medical 
care depends on many factors , this study attempted to look at 
the patient in his total situation. It was hoped that the 
study attempted to look at the patient in his total situation . 
It was hoped that the study would answer two questions : 
1 . Did the patient get the services r equired after dis -
charge from the hospital? 
2. What factors hindered or contributed to the continui-
ty of care? 
Continuity of medical car e was defined by Dr . Rosenfeld 
as follows: 
continuity of medical care implies the availability of 
appropriate services when and as needed, and the ef-
fective coordination of services to assure adequate 
exchange of information among specialized agencies and 
to assure continued responsibility for the welfare of 
the patient. :1 
Method of Pro cedur e 
This thesis represents one part of a group project which 
was undertaken by three Boston University School of Social II 
Work students, and by one Simmons School of Social Work student ! 
in fulfillment of the thesis requirement . 1 The three hospiuus 
u~ed in the study were the Boston City (Boston University 
Medical school service) , the Massachusetts General, and the 
Beth Israel . This selection was based on the following f actors: 
1 . The other students on this group project were Miss 
Kaila Goldman f rom Simmons , and Miss Doris Kitt and Mrs . Joan 
McLellan from Boston University . 
2 . 
II 
II 
sizable public ward services , differences in location, and 
differences in auspices (voluntary- teaching of municipal-
teaching) . 
II 
cases were selected for study on the basis of diagnosis , 
disability and geographic location of residence . The cate -
gories of illness from which cases were selected met the 
following conditions : 1) chronic illness requiring cont inuous I 
I 
medical care , 2) type of illness in which social service , 
rehabilitation, and bedside nursing service are frequently 
required , 3) sufficient frequency of the illness so that a 
useful sample could be drawn in a reasonable period of time . 
Further than this , all of the cases were public ward cases , 
inasmuch as it is assumed that private cases are under the 
care of a private physician , can obtain needed services more 
readily, and are not as dependent on community facilities and 
resources . The three diagnostic groups which were considered 
valuable for this purpose were : 
1 . Heart disease - with a maximum functional capacity 
of II , or a maximum t herapeutic classification ~f 
c, according to the New York Heart Association . 
2 . Rheumatoid arthri t is - sufficiently disabling to 
make it difficult or impossible for patient to 
pursue normal activities (employment, housework , 
school) for a person of his sex, age, and physical 
development . 
3. Severe diabetes - requiring at least 30 units of 
2 . New York Heart Association . Nomencla t ure and 
Criteria for Diagnosis of Diseases of the Heart and BlOOd 
Vessels . New York , 1933-.- -- ---
I 
I 
I 
I 
I 
II 
I 
insulin a day, or requiring less insulin but having 
one of the complications of diabetes, such as neuropa-
thy, severe vascular disease, renal disease, or ocu-
lar pathology . 
Each case was classified according to the severity and 
stage of illness at the time of discharge (see Chapter V) . 
Only patients who resided in the Boston Metropolitan area 
served by the United Community services were selected. A medi-
cal inventory sheet (Schedule A3 in Appendix) was completed lj 
by a doctor in the hospital before the patient was discharged . 
Doctors in each of the hospitals selected cases which met the 
criteria for this study , and they were to estimate the need 
for medical and related services for the period immediately 
following discharge . 
These same patients were to be visited by the students 
of social work approximately three months after discharge to 
determine the services which had been received, to compare the 
pattern of services received with the estimates of need for ~ 
services established at the time of discharge, and to determine 
the adequacy of these servi ce s . cases from the different 
hospitals were assigned as follows: 
1-iassachusetts General 19 cases Mrs . Houchins ( the writer) 
Massachusetts General 19 " Miss Goldman Boston City 16 
" Miss Kitt Boston City 1.5 fl 11rs . McLellan 
Beth Israel 1.5 n Mrs . Cowin 
The follow - up interview data were recorded on schedule B3 
(see Appendix) . Presumably , patients were told by the doctor 
at the time of discharge to expect a follow-up visit in three 
II 
,, 
II 
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months . An introductory letter was sent by the u.c .s . to each 
patient or relative concerned . The student then made a spe-
cific appointment for the home interview; this was done by 
either telephone or letter . Because of the precise nature of 
the data desired, the interviews had to be structured, and the 
schedules completed during the interviews . 
Limitations 
Two patients had died before a home visit could be sched-
uled; therefore , data were obtained from a relative or from 
personnel in a nursing home . The severity of the illness in 
this study group was "moderate" rather than "severe" . The II 
size of the sample used was small; therefore, any conclusions 
drawn are applicable to this group only. The accuracy and II 
judgment of the writer affected the adequacy of the data. The 
inexperience of the writer in conducting a structured inter-
view must be considered in estimating the adequacy of the dat~ 
The General Purpose of the United Community Services 
Since this study was initiated by the u.c.s . the writer 
has included a brief description of the function of this agen-
cy. 3 
nRed Feather" is the symbol of the United Community 
3. This description is based on material submitted 
by Dr . Rosenfeld's secretary, Miss A. M· Keenan, whose co-
operation on this study is greatly appreciated by the writer . 
I 
I 
I 
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I 
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1 
services of Metropolitan Boston, and is the name in the annual 
drive made each fall to collect funds in the community to be 
distributed to charitable , social, and community service 
organizations in the community . The u.c . s . is a corporation 
which consists of organizations, groups, and individuals who 
are interested in the health and welfare of the Greater Boston 
community. The Red Feather dollars are distributed among the 
following services: youth services, hospitals, family serv-
1 ices, children ' s services , neighborhood houses , health serv-
ices , rehabilitation services , and care for the aged . As 
Greater Boston ' s center of information on social and welfare 
agencies, it channels people with problems of all kinds to 
proper sources for help . The inquiries which are handled are 
of a wide variety, such as seeking advice on marital , legal , 
financial, employment, mental health and child problems, or 
seeking information about homemakers or practical nurses , 
about camps , and on medical problems . u . c . s. subjects its 
agencies ' budgets to careful scrutiny, evaluates them in the 
light of the expert advice from its planning divisions, and 
draws on its informed and skill ed research facilities . Their 
allocations become, therefore , far more than a division of the 
money on the basis of how much each agency wants; rather, they 
are part of the total process of planning for a healthier , 
happier community . 
CHAPTER II 
THE MASSACHUSETTS GENERAL HOSPITAL 
The General Hospital 
At the beginning of the nineteenth century Massachusetts 
had no hospital, either general or for the insane . The earli-
est attempt to establish such an institution was in 1797 when 
William Phillipps donated five thousand dollars toward the 
building of a hospital . The first real attempt which the 
public recognized was a circular letter dated August 20, 1810 . 
This was issued by Doctors James Jackson and John c. warren 
requesting subscriptions "for a hospital for the reception of 
1 lunatics and other sick persons . " The response to this ap-
peal was immediate and in 1811 the Massachusetts General 
Hospital was incorporated by an act of Legislature . 
The hospital is a private, incorporated institution, sup-
ported solely by voluntary contributions, receipts from those 
patients who pay for services rendered, endowment and communi-
ty fund . A three - fold purpose has been established and fol -
lowed by the hospital, that is, care of the sick, teaching, 
and research. The hospital is closely affiliated with the 
Harvard Medical school , and provides intern and resident 
programs for approximately 150 young men each year . Today 
there are fourteen resident programs . The school of nursing 
1 . M. I. Bowditch, A History of the Massachusetts 
General Hospital, pp . 2-3 . 
is an integral part of the hospital and offers a three year 
program leading to a R. N. degree . Instruction is also avail-
able to students from schools of nursing of several colleges 
and universities . In addition training programs are organized 
for social work students and for physical and occupational 
therapists . 
A new and well equipped research building has been opened 
since 1951, and emphasis continues to be placed on research 
in the fields of arthritis, cancer , cardiovascular disease , 
and nervous and mental diseases . Since it is agreed that 
problems in human health and disease require not only full 
application of the medical sciences, but of the social scien~ 
as well , the hospital "intends to participate in research 
studies of the social , psychological, and economic influences 
on health and disease . 112 
Social Service Department 
Dr . Richard c . cabot was deeply concerned about standards 
of good medicine, and noted 
the social worker's contr ibution to the study and treat-
ment of social problems and its relevance to his own 
situation as a clinic physician • ••• Service to the 
total personality of the patient, in so far as this 
service3is needed to promote his health, was the goal he set . 
2. Annual Re~ort of the Trustees of the Massachusetts 
General Hospital for he Year~50, p. 37 .------
3. Harriett M. Bartlett, Fifty Years of Social work 
~ The Medical Setting, p. 2. --- ----
8. 
He recognized that the physician needed someone to help him 
toward this objective, and he took the iniative, on october 1, 
1905, to indroduce the social worker into the medical setting 
as one means of filling this gap in medical care. The Social 
Service Department operated entirely in the Out-Patient De-
partment until 1914 when a new position, Chief of Social 
service, was created, and Miss Ida M. cannon was appointed to 
this position. In 1919 the Board of Trustees voted "that the 
Social service Department be considered an integral part of 
the Hospital, both administratively and financially."4 
The elements of professional practice emerge in a manner 
which seems so significant that some of them have been 
set forth here in chronological order. The various 
activities, initiated on the dates given, have all 
continued and are part of the current program. 
1909 
1909 
1912 
1913 
1919 
1930 
1932 
1938 
Social Service supervisory Committee 
Nine students from Boston School of social work 
accepted 
Hospital provides six hours weekly for special 
course in Hospital social work 
participation in teaching of medical students 
(Harvard). Teaching of student nurses. Regular 
weekly multi-discipline conferences (physicians, 
nurses and social workers) begun in Children's 
Clinic 
Social Service Department organized as part of 
the Hospital 
Psychiatric Social Service and Baker Memorial 
Social Service (for patients of moderate means) 
established as part of the social service 
Department 
Educational program (staff development, case 
evaluation and teaching of other disciplines) 
social summaries on medical records 
4· Fredrick Washburn, M.D., Massachusetts General 
Hospital Its Development, 1900-1935, p. 462. 
1949 
1955 
Hospital policy formulated in regard to clinical 
research, that the doctor planning the project 
should consult with the Social service Director 
regarding the social implications for patients 
being studied • • • 
Hospital policy that all financial arrangements 
for apparatus for clinic patients, purchased 
within the institution, be handled by the admini-
strative staff, with ~onsultation with Social 
Service as indicated . ~ 
Today the social service staff consists of twenty-eight 
full-time caseworkers, two part-time caseworkers, three super-
visors, one caseworker-supervisor, and four case aides. Twelve 
graduate students from four different schools of social work 
have been assigned for their field training here this year. 
Miss Josephine c. Barbour, Chief of social service, in her 
annual report for the year 1956, indicates the following areas 
as the predominant problems of the department: referrals of 
patients with malignancy and other severely handicapping or 
slowly progressive chronic illnesses, the increasing number 
of the lonely and often isolated older citizens needing 
friendly protective care, and the tragic sick or injured alco-
holic without family, friends, or a place to stay. The re-
search function of the hospital is a major area. 
In the areas of community relationships and community 
studies, 
With the present trend of the Hospital to serve in a 
diagnostic and consultative capacity to patients from 
many communities, the Department is participating with 
the medical staff in adequately planning for continuity 
5. Bartlett, ££• cit., pp. 5-6. 
10 . 
of care for patients in their own communities •••• The 
staff have participated in three community studies, The 
Study of the Long stay Patient, The study of Continuity 
of Medical care, and The study of Nursing Homes, all of 
which are part of the medical care evaluation studies 
being carried on under the HeaGth Division of u.c.s. 
with Dr. Leonard s. Rosenfeld. 
Thus it can be seen 
how many of the principles and professional methods es-
sential to the growth of medical social work emerged 
in the Massachusetts General Hospital in advance of 
their general appearance in the field. • • the evidence 
shows that Massachusetts General Hospital has been a 
great demonstration and training center, pro~ably the 
greatest such center in medical social work. 
6. Josephine c. Barbour , Social Service Department. 
Annual Report for the year of 1956. 
7. Bartlett, 2£• cit., PP• 6-7· 
11. 
CHAPTER III 
CHRONIC ILLNESS 
The changing nature of the health problems that burden 
our society is becoming increasingly apparent . The severe 
outbreaks and epidemics of the infectious and communicable 
diseases are giving way to the prevalence of chroni c disease . 
Chronic diseas e comprises all impairments or deviations 
from normal which have one or more of the following 
characteristics: (a) are permanent; (b) leave residual 
disability; (c) are caused by nonreversible pathologi-
cal alteration; (d) require special training of the 
patient for rehabilitation; and (e) may be expected to 
r equile a long period of supervision, observation, or 
care . 
Life expectancy has moved upward from forty - nine years in 
1900 to almost seventy years in 1955; this means a larger 
burden of the chronic illnesses . 
Of the nearly 5.5 million victims of long- term illness , 
2 . 1 million are 65 years ol d and over , 1 . 8 million are 
between 45 and 65 , and 1 . 4 million are under 45 • • •• 
The rate of chronic illness in relation to age is 
significant . It is 1 . 3 per cent for those under 45 , 
5.8 per cent for those between 45 and 64, and 17.1 per 
cent for those 64 years and older . 2 
The Commission on Chronic Illnes s has evolved a number of 
basic principles and recommendations as a result of fact find-
ing surveys and research : (1) as to the individual patient 
1 . John E. Dunn , Jr ., M. D . , "public Health Research 
in Chronic Disease," Public Health Reports , 71:67, January , 
1956. 
2. Leonard w. Mayo , "Five Million People," Public 
Health Reports , 71:679, July , 1956 . 
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himself ; his needs, rights, and personality are paramount. 
~is needs cannot be met, his rights properly recognized, nor 
his personality fully respected, unless he is treated as a 
whole person. {2) There is need for the team approach to the 
treatment of chronic illness , the need for wise planning, 
skillful cooperation, and harmonious interplay among the 
members of each profession. (3) Recognition should be given 
to the importance of the emotional at t itude of patients whose 
illnesses become long and drawn out , or in other ways , a major 
frustration . (4) Care and prevention are inseparable . The 
basic approach to chronic disease must be preventive , and 
prevention is inherent in adequate care of long-term patients . 
(5) Rehabilitation is an innate element of adequate care; it 
is applicable to persons who may become employable and to 
those who hope for a higher level of self-care . (6) co-ordi-
nation and integration of services and facilities are a must 
in promoting good care for the chronically ill . 
Chronic illness results in the curtailment of activities, 
and the person is frequently left in a state of helplessness 
and hopelessness . It necessitates many changes in diet , job, 
housing, recreation, and manner of living; it affects family 
economics by entailing additional costs, by loss of income, 
and often by creating burdensome indebtedness . The person 
with a chronic illness cannqt carry as much responsibility as 
formerly , has to observe regimes of rest and activity, is more 
vulnerable to emotional strain, and carries an increasing load 
13. 
of anxiety. 
The patient with a chronic illness must be viewed not 
only as a total personality, but his needs must be related to 
the interacting forces in the family. Illness may often af-
fect the social and emotional structure of the family setting, 
or the relationship of the patient to the family and vice 
versa. The patient may feel angry that he should have had 
the misfortune to have the illness, and, deep inside, may feel 
resentful towards the people who are unimpaired. Another 
result of illness may be a great deal of friction in the home, 
the patient may use his invalidism as a weapon to terrorize 
the family . "All severe, incapacitating illnesses increase 
the need to be loved and to be cared for. Enforced inactivi-
ty, in turn, adds to the wish to return to a dependent 
status."3 
The psychological effect of an illness upon a patient 
will be a function of the previously existing personality of 
this patient . The more neurotic the person was before, the 
more pathologic will be the reaction to disease. The follow-
ing are some of the forms of reactions to disease: 
1 . A "normal" reaction: this implies some anxiety, 
some depression, which very soon decreases to a 
concern approximately commensurate with the organic 
illness. 
2. An avoidance reaction: manifestly unperturbed, 
3. Leopold Bellak, M.n., Psycholosy of Physical Ill-
~~ P• 4• 
denial of illness with overactivity, false gaiety; 
probably will soon turn into a depression, anxiety 
of self-harm by non-obediance of medical instructions. 
3. Reactive depression: prolonged depression, hypo-
chondriasis is a person manifestly relatively well-
adjusted prior to organic difficulty. 
4. Psychological invalidism: this exists when a 
patient who principally is physically well enough 
to function occupationally and socially, has fears 4 
or symptoms or attitudes which make him an invalid. 
Of the ten leading causes of death, 1955, diseases of 
the heart was the highest; using the estima~ed rates per 
100,000 population, 37 . 9 per cent of the total had heart 
disease, 15. 9 per cent, malignant neoplasms, 6 . 0 per cent, 
accidents , and 1.6 per cent of the total had diabetes mellitu~ 
~he~ go~ial - and Emotional Aspects of Heart Disease 
There are four common types of heart disease: rheumatic, 
syphilitic, arteriosclerotic, and hypertensive . cardiovascu-
lar syphilis, once the cause of nearly ~5 pe~ - cent of all 
cases of heart disease, now is well under 1 per cent. Rheu-
matic heart disease, one time the most common type of all , is 
on the wane . In New England thirty years ago, it led all the 
other kinds of heart disease in prevalence, now it is a poor 
third . The more prevalent and serious kind of heart disease 
is hypertensive, but surgery, diet, and use of drugs have been 
extremely helpful in the treatment . The progress against 
heart disease is still far from its goal: prevention of new 
4· llli· 
cases and adequate treatment of heart disease where it exists . 
The heart is usually looked upon as the source of life 
and strength, and has paramount significance for each human 
being . It has to beat permanently; it cannot be removed nor 
replaced (yet); therefore every cardiac affliction is directly 
experienced as a severe threat to life--"a threat which varies 
in its menacing quality not only with the degree of severity 
of the disease, but with the individual emotional make-up."5 
The chief cardiac symptoms of heart disease are pain, palpi-
tation, and disorders of rhythm. Agonizing pain known as 
angina pectoris is felt in the region of the heart and fre-
quently passes down the left arm. Occasionally pain is absent, 
but the patient has a sense of suffocation and marked dyspnea 
(shortness of breath) . Palpitation, a condition in which the 
patient becomes aware of the forcible beating of his heart, 
may be a symptom either of valvular or myocardial disease. 
Disorders of rhythm may take the fqrm of increased rate o~ 
irregularity of rhythm, occasional beats being missed. 
Thus, the heart and its ailments, or imagined ailments, 
lend themselves as the battle grounds for anxiety and 
panic . As the seat of possible sudden death, the 
heart literally serves as6the center for fears of 
•suddenly dropping dead.• 
Along with these anxiety-provoking implications of the 
physiological factors, the patient with heart disease is 
$. · Ethel Cohen, "The social Component in Heart 
Disease," The American Heart Journal, 16~tf22*- )1938 ~:, ::-- c 
6. Bellak , 2E• cit., p. 34. 
t f"' '" 
' I < • 
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confronted with many social and emotional problems which the 
writer will now discuss. 
some of the adverse social factors associated with cardi-
ac disease are fully described by Janet Thornton in The Social 
Component in Medical Care: (1) inadequate shelter, this in-
volves climbing stairs, noise sufficient to disturb rest; 
(2) lack of personal service, this involves negligent or no 
services from others--to minister to the patient's needs, such 
as preparing meals; {3) loss of income or inadequate income--
in many cases income drops to a bare subsistence; (4) habits 
interfering with carrying out medical recommendations, such as 
protection against fatigue; this means to some patients a 
change of occupation, or complete abandonment of customary 
gainful employment. 
Many patients become dissatisfied because of a change in 
vocation, which might mean loss of prestige. The restriction 
of personal freedom, another significant factor, gives the 
patient a feeling of defeat or discouragement, which often 
reaches a state of total invalidism. Often there results a 
lack of spending money due to loss of or decrease in salary; 
patients are deprived of hobbies and general diversions, such 
as traveling, entertainment of others in the home, etc. Some 
of the most distressing problems both for the patient and his 
family arise from prolonged financial or physical dependence 
on relatives or community, inability to develop individual 
capacities or to realize ambitions for self or family . 
Whether or not the patient will be able to accept objec-
tively a realistic appraisal of his limitations and set up an 
appropriately modified pattern of living will depend upon: 
the reaction of the patient to illness in general~ to cardiac 
illness in particular, and the neurotic gain the patient 
derives from the illness in relation to the various members 
of his family~ his work, and to his other contacts. To illus-
trate a few possibilities relative to attitudes or feelings: 
The disease may acquire specific psychological meaning 
in the patient who has previously witnessed cardiac 
disease or death in important life figures who have 
been the objects of ambivalent feelings. Identifi-
cation and guilt mechanisms may enter into the patient•s 
feelings toward his disease~ and give rise to depression 
and feelings of hopelessness . If the patient has ex-
cessive dependent needs, the need to control the en-
vironment may lead to prolonged invalidism for second-
ary gains •••• The illness may be utilized to escape 
from some emotionally charged real life situation 
and the patient may be reluctant to relinquish this 
defense as he improves physically. On the other hand, 
because of underlying castration anxiety or guilt 
over mobilization of dependency needs, the threat of 
illness may be so intolerable as to lead to an ir-
rational denial of the lesion resulting in a self-
destructive acting-out, and refu~al to cooperate with 
the necessary medical treatment . ( 
Not all patients and families need help from social 
workers in meeting problems of illness~ and those who do vary 
greatly in the kind and amount of help they want as well as 
in the aspect of the illness that seems to them to present 
problems. With each person the social worker needs to ascer-
7. Morton F · Reiser, M. D., "Emotional Aspects of 
cardiac Disease," The American Journal of Psychiatry, 107r782, 
ApTil, .. 19.$f; . · , 
18 . 
ll 
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tain the kind and degree of cardiac illness, how the illness 
looks to the patient, his intellectual and emotional under-
standing of his disease, and something about his family and 
family relationships . The social worker is interested in the 
pre-illness personality of the patient . It is essential that 
she know and understand these factors in order to work on a 
realistic basis . If she is really to help him in his adjust-
ment to illness, she should know what he is adjusting to , and 
what his specific limitations are as well as any special needs 
for further or convalescent care . In the course of interviews 
the social worker gains this understanding of the patient's 
dynamic personality make-up and the nature of the environ-
mental stresses . This provides a frame of reference for 
handling the inner and outer tensions through such casework 
techniques as a supportive relationship, for these patients 
need reassurance and dependable relationship; environmental 
manipulation, the utilization of appropriate professional and 
community resources, and often, the initiation of follow-up 
medical care . Consistency of social work follow-up is im-
portant . 
The part that fear can play in eardiac disability may 
be especially evident as the patient starts to resume 
activity or even to start re - training. The cardiac 
patient may need not only encouragement and support in 
going ahead, but also acceptance and understandin§ if 
he tries and is unable to go ahead at this point. 
8. Eleonor Morris, "Heart Disease in the Adult , " 
Public Health News, t35 ':"388 - 0~1i9~er-.~.1.95lt. 
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CHAPTER IV 
GENERAL SOCIAL AND ECONOMIC CHARACTERISTICS 
In this chapter the writer has attempted to illustrate 
some of the characteristics which are pertinent to the se-
lected study group . It is hoped that this identifying social 
and economic information will give the reader a clearer picture 
of the background of the patients under study . This data was 
obtained from the schedules A3 (see Appendix) . 
Chronic disease is characteristic of our aged population, 
however , it may strike a person of any age . In this group of 
patients studied, there were nine males and ten females . The 
ages ranged between twenty- six and eighty-seven. It is inter-
esting to note that the female group had three patients under 
forty , and the male group had none in that grouping. The 
largest grouping of females was between sixty and sixty-nine; 
of males, between fifty and sixty-nine . 
TABLE I . 
AGE, ACCORDING TO SEX OF THE PATIENTS 
Age Groupings Total Males Females 
19 9 10 
20 under ~~ years 2 i~ under years 1 under years 1 1 under years 3 under ~g years f 1 ~g under years under 90 years 1 1 
20 . 
Marital Status and Dependents 
The marital status of the patient is a factor to take 
into consideration when planning for his after-care . For 
those patients who have families, it is important to consider 
not only the pati.ent but the whole family. Chronic illness 
creates social and emotional upheavals , and these social impl~ 
cations assume added importance when the patient is the wage 
earner. This means that other members of the family must 
assume added responsibilities and make a readjustment in the 
established pattern of livi ng. The patient's response to 
treatment is affected by the degree of emotional disturbance 
caused by these adverse socio - economic factors . The patient 
will need the family to help him endure pain, disappointment, 
follow difficult treatment regimens , help him accept his disa-
bility, and keep hope alive . The patients who have no family 
ties have many problems unique to this group, and when making 
discharge plans , all of the psycho-socio-economic factors must 
be taken into consideration. In this group of patients, five 
of the men were married , two were widowed, one was divorced, 
and one was single . Six of the women were married, two were 
widowed, one was divorced, and one was single . Thirteen of 
the patients had no dependents; this group included the six 
married women who were supported by members of the family . 
There were five men with dependents; two had one dependent , 
one had two dependents , and two had three dependents . One 
divorced woman had one dependent . 
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TABLE II . 
MARITAL STATUS 
Marital status Males Females 
Married 5 6 
\.Vidowed 2 2 
Divorced 1 1 
Single 1 1 
Total 9 10 
TABLE III . 
DEPENDENTS OF PATIENTS 
Number of 
Dependents 0 1 2 3 
Marital status 
Married 6 2 1 2 
Widowed 4 
Divorced 1 1 
Single 2 
Total 13 3 1 2 
Living Arrangements 
The type of living arrangement is a significant factor to 
consider in planning the disposition of a chronic patient . If 
a patient is living alone and requires bed rest, it would be 
necessary to initiate plans for either other living arrange -
ments or for obtaining assistance within the home . As can be 
seen in Table IV the patients of this study group had four 
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different types of living arrangements prior to admission. ~ 
-===~--- -========~===== I 
These were: own home with family, home of a friend, own home 
alone, and rooming house. The greatest number of patients, 
fifteen, resided in their own homes with a family group. 
Eleven of this group, at the time of discharge from the hospi-
tal, returned to their previous living arrangement. Two of 
this group went to the home of a relative, one was discharged 
to a chronic hospital, and one, to a convalescent home . The 
two patients who had resided alone were discharged to conva-
lescent homes, as was the one patient who had previously re-
sided in a rooming house. No patient -v1as returned to an en-
vironment where he would be entirely alone. 
TABLE IV. 
LIVING ARRANGEMENTS OF PATIENTS 
At Time of 
Admission 
own home with 
family 
Home of a friend 
own home alone 
Rooming house 
Total 
15 
1 
2 
1 
At Time of 
Discharge 
own home with family 
Home of relative 
Chronic hospital 
Convalescent home 
Home of a friend 
Convalescent home 
convalescent home 
Total 
11 
2 
1 
1 
1 
2 
1 
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sources of Income 
Chronic illness affects family economics and imposes many 
inconveniences and hardships on the patient and his family . 
The writer has discussed in Chapter III of this paper some of 
the implications of the economic factors in chronic illness . 
In this patient group, as shown in Table IV, the source of in-
come prior to admission and immediately after discharge , re-
mained the same for more than half of the patients . There 
were six patients who had been receiving some kind of benefit~ 
such as public assistance , retirement pension, or compensation, 
and after discharge, there were no changes in their income . 
The salary of two patients was continued by their employers . 
There were six female patients who had been dependent on their 
families, and their situation remained the same after dis-
charge . 
There were two patients who had been working prior to 
admission , but \vho had to discont inue work after discharge. 
One was a female who became dependent on her husband's income; 
the other, a male with two dependents , found it necessary to 
apply to the veteran ' s services . There were two patients who 
had been living on savings . One patient continued to rely on 
savings , but the other , a male with three dependents, borrowed 
money from relatives while awaiting employment . There was one 
patient who had been borrowing money from relatives prior to 
admission, but after discharge , it was necessary that he apply 
for Disability Assistance . 
-t 
TABLE V. 
SOURCES OF I NCOME OF PATIENTS 
Prior to Admission Total 
salary of husband only 2 
salary of husband and 
others in the home 2 
salary of husband and 
salary of patient 1 
salary of daughter only 1 
Salary of patient only 3 
savings 2 
Old Age Assistance 1 
Disability Assistance 2 
Retirement pension 1 
compensation for prior 
on- the- job injury 1 
o . A. s . r . and retirement 
pension of husband 1 
Loans from relatives 1 
I mmediately after 
Discharge Total 
salary of husband only 2 
salary of husband and 
others in the home 2 
Salary of husband only 
1 
salary of daughter only 1 
Employer continued salary 2 
Veterans ' Services 1 
savings 
Borrow from relatives 
Old Age Assistance 
Disability Assistance 
Retirement Pension 
Compensation for prior 
on- the-job injury 
o . A. s . r . and retirement 
pension of husband 
Disability Assistance 
1 
1 
1 
2 
1 
1 
1 
1 
1 
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Educational Level 
In the integrated approach to the treatment of chronic 
illness, which is focused on the patient as a whole person, it 
is necessary to consider his educational level as another 
significant social and emotional factor. This is a vital 
factor in evaluating a patient for rehabilitation. Many times 
a patient's failure to adhere to medical recommendations might 
stem from his lack of understanding, which might be caused by 
a lack of opportunity for education in the past . However, a 
patient's failure to follow medical recommendations often is 
basically an emotional or personality problem. Many problems 
are involved when patients, who have had minimal education, 
find it necessary to change their vocations as a result of 
chronic illness . 
In this patient group, the predominant number of both 
males and females ranged from the eighth to the twelfth grade~ 
There were only two patients, both males, who had college 
training; there were three patients whose educational level 
was unknown. 
TABLE VI . 
EDUCATIONAL LEVEL OF PATIENTS 
Educational Level Males Females Total 
~ -~ 1 1 1 1 2 
:12 3 5 8 
12- 16 3 3 
16-20 1 1 
20-and over 1 1 
Unknown 2 1 3 
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CHAPTER V 
CONTINUITY OF MEDICAL CARE 
In this chapter the writer has attempted to illustrate 
the medical characteristics of this patient group in order to 
present a picture of the continuity of medical care . 
Table VII shows the primary diagnosis, the other illnesses 
which are disabling or potentially disabling, and the prog-
nosis . This data was obtained from schedules A3 which were 
completed by the doctor . The primary diagnosis was classified 
according to the severity of the illness at the time of dis-
charge from the hospital . The following are the three degrees 
of severity used in this study : 
Mild: illness with slight or no disabling symptoms, in 
WEICh there would ordinarily be little danger to life 
or competence - should reasonably good medical care be 
available . 
Moderate : moderately disabling symptoms (interferes 
with pursuit of normal occupation or activity appropri -
ate to age of patient), or constitutes a long-range 
danger to life or competence . 
Severe: severely disabling symptoms, immediate danger 
to life or serious threat to long- range competence . 
In this group of nineteen patients, the primary diagnosis 
for fifteen was heart disease: there were eight patients with 
myocardial infarction; five with rheumatic heart disease; one 
with basilar thrombosis, and one with congestive failure . 
Three patients had diabetes mellitus; one patient, with psoria-
sis, was also afflicted with rheumatoid arthritis. It is 
significant that seven of the fifteen cardiacs had a secondary 
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diagnosis of hypertension; this has many psycho-social impli-
cations. It has been stated by some authorities in the medi-
cal field that diabetic patients overlap to a significant 
extent with cardiovascular syndromes, particularly with hyper-
tensive heart disease. Although the sample in this study was 
small, there were three patients who had a combination of 
diabetes and some form of heart disease. There were two 
patients who had only one diagnosis; one had diabetes, the 
other, rheumatic heart disease. More than half of the patients 
in this group were given a prognosis up to ten years or more; 
ho~ever, such factors as age, severity of the illness and 
other medical complications, and the emotional implications 
must be considered when this area is evaluated. Before an 
interview could be scheduled, two patients in this study group 
had died; one was a male cardiac, sixty-four years of age, 
with a prognosis of three months to six years, the other, a 
female diabetic, eighty-seven years of age, with a prognosis 
of six months to three years. More than half of the patients 
had diagnoses of either mild or moderate severity. 
Each of these medical factors, presented in Table VII, 
is very significant in terms of evaluating the treatment, 
follow-up care, or rehabilitation of a patient. All of the 
socio-emotional aspects of chronic illness are interrelated 
with these medical findings: what does this diagnosis mean 
to the individual patient? In the case of the cardiac patien~ 
he is often overwhelmed with fear that any exertion may shorten 
- --
his life, and this poses a problem in the continuity of care, 
that is , whether or not this patient will adhere to the recom-
mendations . This involves the personality of the patient , 
one might have the need to deny his illness, and may be self -
destructive . 
The following are examples of the services which were 
recommended by the doctor at the time of discharge from the 
hospital: For cardiac patients : low sodium diet, oral medi -
cation, convalescent care , medical clinic follow-up, weekly 
merculydrin injection by the visiting nurse, bed and chair 
status at home for one month, daily assistance in housekeepin~ 
gradual ambulation, progressive increase in activity to out-
side walking as determined by clinic visits, follow-up by 
private physician. For the diabetic patients some of the 
recommendations were : diabetic low sodium diet, daily insulin 
injections, oral medication, physiotherapy exercises to be 
taught by the visiting nurse , clinic follow-up, bed rest , 
daily urine sugar tests, convalescent care, assistance with 
housekeeping , etc . For the patient with psoriasis the recom-
mendation was for a chronic disease hospital for immediate 
future, and the services were to be decided by that hospital . 
All of the recommendations were realistic enough to en-
able the patient and/or his family to carry them out . one of 
the factors which contributed to the patient's understanding 
of the recommendations and of the illness was that prior to 
discharge the doctor clarified these recommendations . In the 
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TABLE VII 
DIAGNOSES AND PROGNOSIS OF PATIENTS AT DISCHARGE 
No . Primary Diagnosis Severity Secondary Diagnosis Prognosis 
1 . Myocardial infarction Moderate Old spinal fusion 4 - 10 yrs . 
Old gastric ulcer 
2 . " " " Hypertension 5 - 20 yrs . 
3. " " severe Coronary H·D.-* Hiatus hernia 1 - 5 yrs . 
4 .• " " Moderate Diabetes mellitus 
Obesity 5 - 10 yrs . 
5. Diabetes mellitus Moderate Pyelonephritis 
Laennecs Cirrhosis 10 - 20 yrs . 
6 . Basilar thrombosis Moderate Hypertension 
Diabetes mellitus 1 - 10 yrs . 
1· M. I. iH~ Moderate Hypertension 4 - 10 yrs . 
II 8. Psoriasis severe Rheumatoid arthritis 5 - 20 yrs . 
9. Diabetes Mild coronary B . D ."'~ 6 mos . - 3 yrs. 
Melena (unknown cause) 
10. Congestive failure Moderate Hypertension 6 mos. - 6 yrs . 
11 . M· I · 
~~_.(. 
" Hypertension 5 - 10 yrs . 
~ 
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TABLE VII - DIAGNOSES AND PROGNOSIS OF PATIENTS AT DISCHARGE Continued 
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majority of cases the writer was told by these patients that 
the doctor had talked with either the patient and/or his rela-
tives, and carefully explained the recommendations . It is the 
writer's opinion that this understanding resulting f rom the 
doctor's clarification of the medical recommendations was 
influential in effecting the continuity of care. 
In this study group of patients the majority did receive 
the services which were recommended, and the factors which 
hindered or contributed to the continuity of medical care are 
illustrated in Table VIII · 
TABLE VIII . 
FACTORS WHICH HINDERED OR CONTRIBUTED TO 
. ~ATIENT 1 & CARRYING OUT THE MEDICAL RECOMMENDATIONS 
Recommendations carried 
out entirely - Group A 
Reasons 
patientts attitude 
Patient's attitude and 
family ' s cooperation 
Family 
patient's attitude and medi -
cal persons or medical 
facilities 
Recommendations carried 
out partially - Group B 
Reasons 
Patientrs attitude 
Medical fa~ili~ies 
No . of patients 
15 
2 
5 
1 
7 
4 
2 
2 
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Table VIII indicates the factors which contributed to 
either the patient •s carrying out, or failure to carry out, 
the medical recommendations . Group A includes those patients 
who carried out the recommendations entirely; Group B, those 
who carried out t he recommendations partially . In this study 
group there were fifteen patients in Group A, and four in 
Group B. It is significant that there was no patient who 
failed completely to carry out the recommendations. The 
reasons or factors which contributed to the continuity of 
medical care have been divided into four categories: 1) pa-
tient•s attitude; 2) patient ' s attitude and family's cooper-
ation; 3) tamily; 4) patient's attitude and medical persons 
or medical facilities . By patient's attitude is meant: under-
standing the illness and its impl i cations, cooperating with 
the medical personnel because of this understanding, or co-
operating because of the anxiety precipitated by knowledge of 
the diagnosis , and understanding the recommendations to mean 
the preservation of health. Some of the attitudes which pa-
tients expressed to the writer during the interview are as 
follows: 
1 . "I ' ve had this heart condition for fifteen years; I 
know what is involved, so I stick to my diet, and do 
everything the doctor recommends . I can tell when 
I am over- doing it , so I slow down . 
2 . I only eat what the doctor tells me; he knows best . 
3. I agree with the doctor 100 per cent; he told me to 
take it easy. I used to rush everywhere, run up 
the stairs, but now I let everyone pass me by, I ' ll 
get there just the same . I take three steps at a 
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time, rest, and climb two more. After all, the 
doctor's got the education, so who am I to say he 1 s 
wrong? 
4. I realize that I have to live with it, and I under-
stand what to do, so I go along with the doctor . 
I'd like some beer once in a while, but the doctor 
says no, so no beer . " 
By family ' s cooperation the writer refers to the members of 
the family who minister to the patient's needs or supervise 
the regime, transport the patient to and from the clinic or 
to the office of the private physician, or take over the hous~ 
hold duties which patient had previously performed. To cite 
several examples of how the family ' s cooperation is a con-
tributory factor in continuity of medical care: 
Mr . B. , a 78 year old widower with myocardial infarction 
and coronary heart disease, resides with a niece and 
nephew . He referred to his niece as a "wonderful nurse;" 
he would like to do something around the house, but she 
won • t let him. The niece replied, "he better not, that•s 
what I ' m here for . " 
Mr . T. , a 65 year old widower with rheumatic heart dis-
ease , resides with his daughter and son- in- law. His 
daughter prepares his low sodium diet, puts his medicine 
beside his plate at each meal, and drives him to the 
clinic every week. 
The following case illustrates vi~idly how both the family and 
the patient ' s attitude contribute to the continuity of medi -
cal care : 
Mrs . L., a 60 year old married woman with myocardial 
infarction and essential hypertension, resides with her 
husband who has been retired for the last two years . 
When she was discharged from the hospital, it was 
recommended that she have assistance with housekeeping , 
lead a bed and chair routine for a month , adhere to a 
low sodium diet, and take medication . patient's husband 
has been doing all of the shopping, cooking, and will 
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not allow her to do one thing, not even wipe the dishes . 
Patient said she is treated "like a queen. " Her daughter, 
who lives in the same building , comes in every day; she 
washes clothes , . irons, and does all of the floors for 
patient . Daughter spends hours each day with patient , 
and patient is never left alone in the house . Mrs . L. 
herself has a great deal of anxiety around her illness; 
she stated that this was her first admission to a hospi -
tal, she had never been sick, and the short ness of breath 
concerns her a great deal . She has kept every appoint-
ment at the clinic . Her daughter always takes her, and 
she showed the writer the medicine which she takes 
faithfully . Mrs . L· adheres strictly to her diet. She 
has been outside the home only to go to the clinic , and 
is very apprehensive about travelling by MTA ; she has 
been using cabs . 
Mrs . L· exemplifies not only the patient's attitude, which was 
precipitated by what the illness means to her, but the reac-
tion of the family to illness . Mrs . L. , of course, receives 
secondary gains from the illness , and her family, being over-
protective of her, exemplifies the reaction of the family unit 
to illness; however , the family is contributing to the conti-
nuity of care, as is the clinic by offering regular appoint-
ments . 
By medical persons or medical facilities, the writer 
refers to those persons who render medical services, such as 
the clinic doctor , private physician, practical nurse, visit~ 
nurse; the medical setting here refers to the chronic hospital 
or the convalescent home . 
To cite an example where continuity of care was achieved 
primarily by both the attitude of the patient and the medical 
facilities: 
Mrs . G. , a 38 year old divorced woman, with psoriasis and 
rheumatoid arthritis, was hospitalized for three months . 
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MGH recommended a chronic hospital for the immediate 
future, and regimen was to be decided by the chronic 
hospital. The patient was transferred to Lemuel Shattuck 
Hospital directly from MGH, and treatment was initiated 
immediately on her arrival at the Shattuck. The writer 
spoke with the skin specialist who sees patient every 
day, and he read from the patient's record the multi-
tudinous services which patient had been receiving, 
such as injections twice a day, physiotherapy daily, 
starch baths and wax baths daily, and oral medication. 
As for the attitude of the patient, she stated that she 
was willing to be transferred here, that they had done 
wonders for her, and she felt the doctor had been sent 
from heaven, because she had improved so much. She co-
operated with the staff, and had considered becoming an 
employee here one day . She has been helping out on the 
ward by serving trays to other patients who are not 
ambulatory . She further stated that she had been in 
and out of hospitals for years, but she has never felt 
as well as she has since being here. 
Thus far the writer has described the factors which con-
tributed to continuity of care of the patients in Group A; 
this group of fifteen patients, however, varied in the primary 
determinant of continuity: seven cases showed that the atti-
tude of the patient and the medical persons or facilities 
contributed to continuity, five cases, where the attitude of 
the patient along with the attitude or cooperation of the 
family unit were the influential factors, and two cases, where 
the attitude alone was the primary determinant. There was 
only one case where the family unit assumed the entire re-
sponsibility, and this was the case of an eighty-seven year 
old widow, with coronary heart disease and melena (of unknown 
cause), who had died before the writer had the opportunity to 
interview her. However, from the interview with the patient's 
daughter, the writer feels it justifiable to conclude that it 
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was the daughter who contributed to the continuity. The 
. 
daughter took a leave of absence from her job in order to stay 
at home with patient, she called in a private physician, who 
visited daily, and she administered the medication, and met 
all of the medical needs. The patient was not only senile, 
but also too ill to take the initiative to follow through with 
any recommendations. 
In Group B where the patients partially carried out the 
recommendations, there were two whose attitude hindered the 
continuity, and two cases where the medical facilities were 
the primary hindrance. The following case of Mr. D. exempli-
fies how his attitude was the factor that hindered total 
continuity, but his attitude contributed to partial continuitw: 
Mr . D., a 48 year old man with a wife and two children, 
had a primary diagnosis of diabetes mellitus, with a 
secondary diagnosis, pyelonephritis and laennecs cirr-
hosis. MGH recommended that patient visit the clinic 
every two weeks, to adhere to a diabetic diet, have a 
daily injection of insulin, test urine daily, and take 
oral medication. Mr . D. adhered faithfully to all o£ 
the recommendations except the clinic visits. He stated 
that he is conscientious about testing his urine; in 
fact, he finds diabetes very fascinating, and to such 
an extent that he reads booklets on this disease, and 
used to keep a chart in colors to show the daily results 
of his tests . He eats all meals at scheduled times, 
and his wife finds it no problem to measure foods, nor 
to prepare his meals . Patient stated that he fully un-
derstands the disease, and realizes that he must live 
with it . His wife is a nurse, but he has no feelings 
around giving himself the insulin. His reason for 
failing to keep his appointments at the clinic is that 
it was a waste of time, he knows what to do, and the 
waiting in clinic increases his anxiety. Also in the 
clinic they explain how to measure the foods, what to 
eat, and he has no problems in those areas . 
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The following case of Mrs . H. is described in order to 
illustrate how the medical facilities alone hindered the 
continuity of care; however, the attitude of the patient is 
interrelated with this in terms of partial continuity being 
effected: 
Mrs . M., a 64 year old widow, who resided alone, had a 
primary diagnosis of rheumatic heart disease, with a 
secondary diagnosis, hemolytic anemia. MGH recommended 
clinic visits every two weeks, a low sodium diet, digi-
. talis, nitroglycerine as needed, and convalescent care 
for two weeks . Patient adhered faithfully to all of 
the recommendations. She stated that she understands 
her condition, and cooperates with the doctors as they 
know best. Her neighbors look in on her every day, 
and do various chores for her, she orders her food by 
phone, and does her housework in intervals. She did 
go to a nursing home where she was recommended to stay 
for two weeks, but she remained for only three days. 
Mrs . M· described the conditions at the home as un-
bearable: the strong offensive odors from the mat-
tress were such that she was unable to sleep in the 
bed, and she asked the nurse if she could sleep on a 
divan in another room . She was dissatisfied with the 
meals, the manner in which they were served, and the 
lack of privacy in the home. After patient left the 
home, her sister came to stay with her for two weeks in 
order that patient might convalesce, and then patient 
stayed with sister for a week. 
From these descriptions of the factors which either con-
tributed to or hindered the continuity of care, it can be 
seen that there is an interrelationship between three factors: 
the attitude of the patient himself, the attitude of the fami-
ly unit, and the availability and effectiveness of the medi-
cal services . This study illustrated that the meaning of 
illness to the patient determined his attitude toward follow~ 
the medical recommendations . 
·-----
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CHAPTER VI 
SOCIAL SERVICE ACTIVITY WITH STUDY GROUP 
In this chapter the writer has described the activity of 
the social worker with this study group . Table IX was in-
cluded by the writer in order to illustrate the number of 
patients who were referred to social service in relation to 
the length of their hospitalization. This is a significant 
correlation in terms of what hospitalization means to the 
individual . Illness and hospitalization pose problems for all 
patients, but these problems become more complex or aggravated 
with the chronically ill patient whose hospitalization and 
illness are prolonged. The patient is not only removed from 
his family, friends, and familiar environment, but he also is 
deprived of his usual freedom to determine his way of living. 
Consequently, he feels helpless, frightened, and threatened. 
Recognition should be given to the importance of the emotional 
attitude of these patients whose illnesses become long drawn 
out, permanently crippling, or in other ways, a major frus-
tration. The social worker , as a member of the team, brings 
to the other team members information regarding the socio-
economic and emotional factors concerning this patient to 
enable the team to better understand the total needs of the 
patient . The social worker is concerned with the client and 
his social adjustment, and has for many decades recognized two 
major components in that adjustment--his environment, both 
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human and material, and his personality. 
In helping the individual achieve a better adjustment, 
casework has used a two-fold approach: it has inter-
vened in the environment in his interest and it has em-
ployed various psychological methods--•the influence of 
mind upon mind•--to decrease the individual's emotional 
burdens and increase his inner capacity to meet1lifets frustrations and make use of its opportunities. 
As a result of research and fact finding surveys, the 
Commission on Chronic Illness evolved a number of basic prin-
ciples, and one of these was that in the integrated approach 
to the treatment of chronic illness, the strongest factor is 
their knowledge and treatment of the purely physical aspects, 
and the weakest is that of the social and emotional factors. 
Table IX substantiates this principle, and the casework theory 
that the presenting problem may not be the real problem. In 
this group of nineteen patients there were eleven who were 
referred to social service, and the length of hospitalization 
ranged from seven days to eighty-nine days. In the group of 
eight patients who were not referred to social service the 
length of hospitalization ranged from five days to thirty-five 
days. In this latter group, there was no presenting problem 
in the area of finances nor in disposition; these eight pa-
tients had resources of their own, or their family unit assumed 
responsibility. All of these eight patients returned to their 
own homes. Although these patients had no immediate environ-
1. Florence Hollis, "The Techniques of casework," 
Journal of Social ~Work, 30:235-244, June, 1949. 
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mental pressures, they might have had inner pressures which 
either stemmed from or were increased by the illness and the 
prolonged hospitalization. It appears, then, that there is a 
need for further exploration of the interrelation of social 
and emotional factors in the etiology and treatment of disease, 
and there is a great need to integrate the social and medical 
treatment as the two facets of comprehensive medical care. 
TABLE IX. 
COMPARISON OF LENGTH OF HOSPITALIZATION AND 
REFERRALS TO SOCIAL SERVICE 
No. of pays Hospitalized No . Referred No. Not Referred 
Less than 7 1 
7 - 13 2 3 
~-~ 3 
21 - 27 3 1 
28 - 34 1 2 
35 and over 2 1 
Total 11 8 
Table X illustrates the reasons for the referral of the 
other eleven patients in this study group. This table de-
scribes also the activity of the social worker, the result 
of the services offered, and indicates those patients which 
the writer feels, on the basis of personal interviews in the 
home, might have made better adjustments after discharge if 
they had the continuing support of social service. 
The eleven patients were referred to the social service 
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TABLE X. 
SOCIAL SERVICE REFERRALS, ACTIVITY, RESULTS, AND NEED FOR FOLLOW- UP 
case 
No . 
1 . 
2. 
3. 
4· 
Reason 
Referred 
Financial 
evaluation 
Social evaluation 
Social evaluation, 
help in stressing 
importance of 
diet 
For possibility 
of 2-3 weeks con-
valescence at 
rest home 
Services 
Offered 
p.s . and c . * 
.tr p.s . and c . · 
* p.s . and c . 
P • S • and C • ~~ 
E M -f'"* ••• 
Services 
Accepted 
Yes 
Yes 
Yes 
Yes 
* Psychological support and clarification 
"lHl- Environmental modification 
Need for 
Result Follow- Up 
Exploration of situation, 
release of tension 
Anxiety lessened Yes 
Exploration of situation. 
Depression and anxiety 
de creased 
I nfo . given re work in 
hospital No 
Exploration of situation, 
good family situation, 
convalescent care adequate 
at home, anxiety lessened Yes 
Exploration of situation, 
giving information re rest 
homes, patient went to a 
rest home, anxiety lessened Yes 
(continued) 
II 
8. 
~-[-
Social evaluation 
and disposition 
plans 
p.s. and c.* 
E .M. ~Ht- Yes 
Exploration of situation; pa-
tient agreed to go to nursing 
home for two weeks, services 
of student household nurse 
obtained, arrangements made 
for patient to be followed on 
private basis by clinic doc-
tor; anxiety lessened Yes 
(continued) 
I' 
I 
TABLE X 
- 3 -
case Reason Services services 
No . Referred Offered Accepted 
9 . Disposition plans ~-'U~ p.s . #'lo #\ 4' \ ~' .• H. E . M. ,r-,, Yes 
10 . Financial iW ·~ evaluation P . s . :.r ·, Yes 
11 . Social evaluation p.s . ~~·!H*- Yes 
i!- Psychological support and clarification 
iH~ Environmental modification 
iHHt- Psy chological support 
Result 
Exploration of situation, 
arrangements made for nurs-
ing home care, patient 
agreed to plan, anxiety 
lessened 
Exploration of situation 
Family pools resources, and 
are able to handle situ-
ation 
Family able to manage 
close relationship 
Continued 
Need for 
Follow-Up 
Yes 
Yes 
No 
..p-
..p-
. 
department of the Massachusetts General Hospital by either 
the resident or assistant resident at social service rounds. 
No referrals were made during the patient's clinic visits. 
The primary reason for all referrals was to evaluate the so-
cial or financial situation, or to plan for the disposition 
of the patient. Each referral was received and followed 
through by the social worker on the service . In describing 
the techniques which the social worker used, the writer has 
referred to the classification of Florence Hollis in "Tech-
2 
niques of casework." The social worker utilized one or more 
of the following three techniques: environmental modification, 
clarification, and psychological support . 
Environmental modification refers to the steps taken by 
the caseworker to change the environment in the client ' s favor 
by the worker's direct action. Such environmental modifi-
cation is undertaken by the worker when environmental press~s 
upon the client are beyond the latter's control but can be 
modified by the worker , or when such pressures are more likely 
to yield to change when handled by the worker rather than by 
the client himself. 
Clarification is understanding by the client of himself , 
his environment, and the people with whom he is associated. 
It is directed toward increasing the ego's ability to see 
external realities more clearly and to understand the client•s 
2. Florence Hollis , Ibid. 
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own emotions, attitudes, and behavior . Clarification may con-
sist of giving the client information about the environment 
or people in the environment, which he does not possess and 
without which he can not see clearly what steps he ought to 
take . The effort is always to help the client think more 
clearly, to react more realistically, and to plan more wisely . 
Psychological support emphasizes not the development of 
understanding by the client but rather the reinforcement of 
his ego strengths through guidance and release of tension 
through reassurance . It cover s such steps as: encouraging 
the client to talk freely and express his feelings; expressing 
sympathetic understanding of the client ' s fe elings and ac -
ceptance of his behavior ; confidence in the client's ability 
to solve his difficulty; indication of the worker ' s respect 
for and approval of steps the client has taken . 
Table X indicates that the technique , psychological sup-
port was offered to each of the eleven patients. It is the 
writer's opinion that this technique, which is basic to all 
casework treatment, was inevitably utilized in the process of 
exploration. The medical social worker, in order to know the 
patient as a person, and to know the person as a patient , 
offers this emotional support by encouraging the patient to 
express his feelings , anxieties , and expectations. This is 
a technique which is inherent in the casework treatment , and 
the worker offers this along with other techniques . 
Table X also indicates that the technique of clarifi -
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cation, along with that of psychological support, was used 
with six patients; the technique, environmental modification, 
was used with five patients , along with other techniques . All 
three techniques were used by the caseworker with three pa-
tients . 
The writer has speculated what techniques were used by 
the medical social worker in wor king with the patients in this 
study group . The recordings of the social service activity 
were not as explicit as one finds in processed recordings; 
however, the writer , being a social work student, put herself 
in the place of the caseworker in order to consider what tech-
niques were utilized in a given situation to attain the re -
sult. 
Table X indicates seven pat ients whom the writer feels , 
after having interviewed them in their homes, might have been 
helped by follow- up social service . The writer has included 
in this group of seven patients , those four who were trans-
ferred to nursing or convalescent homes; it is the writer's 
thinking that patients who are discharged to nursing homes 
should be followed after they return to their own homes in 
order to evaluate their reactions to such an experience . In 
this study group there were two patients who had unsatisfacto -
ry and unpleas ant experiences in convalescent homes . In evalu-
ating this reaction, however , the attitude of the patient must 
be considered along with the adequacy of services rendered. 
The remaining three patients in this group of patients 
-- c-
who might have been helped by social service follow-up were, 
in the writer's opinion , in need of assistance in the socio-
emotional area . These cases are presented later in this 
chapter . 
case Presentations 
case number 2 exemplifies how the social worker played a 
supportive role . 
Mr . B., a 58 year old man with a primary diagnosis of 
myocardial infarction, and a secondary diagnosis, es-
sential hypertension, resided with his 54 year old wife, 
a daughter , 19, a son, 15, a grandson, 6 months, and a 
son who had recently separated from his wife . Mr. B. 
was hospitalized for twenty- four days, and was very de-
pressed at the beginning of his hospitalization. He had 
been employed as a painter most of his life, but the 
doctor advised him against resuming this type of work 
for a while . The social service referral was made on 
the fifth day of hospitalization; the reason was, "for 
review. " The worker obtained the socio-economic data , 
and explored the expectations of the patient who ex-
pressed interest in becoming an employee of the hospi-
tal, possibly as a painter . The worker reassured the 
patient that she would go with him to the personnel 
office after his discharge from the hospital, and sug-
gested that he look her up if he wished to talk further . 
The writer has speculated that the medical social worker, 
in exploring this situation, encouraged this patient to verba-
lize his feelings, anxieties , and what he saw he could do in 
the future . The writer feels certain that the worker talked 
with this patient frequently since he remained in the hospital 
nineteen days after the referral was made to social service . 
The case was closed when the patient was discharged. Although 
the social service activity was not fully recorded, the writer 
would venture to say that by offering this patient the oppor-
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tunity to talk, and the supportive role of the worker helped 
him to adjust to his long hospitalization and to plan real-
istically for the future. The technique of clarification is 
interrelated with psychological support in the case of Mr. B.; 
the worker in all probability gave the patient information 
relative to employment in the hospital, the procedures entailed 
in applying, etc . 
case number 1 illustrates the activity of the social 
worker whose technique was predominantly psychological sup-
port, but there was some clarification. 
Mr . A., a fifty-six year old man, with a primary diag-
nosis of myocardial infarction, and a secondary diagno-
sis , an old spinal fusion and gastric ulcer, was hospi-
talized for thirty-eight days . He and his wife reside 
in the home of their daughter and son-in-law. Others 
in the household are a son, 30, and a granddaughter , 
five years old. Mr . A. has been unemployed for three 
years as a result of a back injury which was sustained 
on the job. He had been a bus driver. Mr. A. has been 
receiving a weekly compensation from the Industrial 
Accident Board. The referral was made eighteen days 
after the patient ' s admission to the hospital; the 
reason for the referral was: "Dr. felt that patient ap-
peared worried about finances . n The worker explored 
the socio-economic situation, the feelings around his 
job, which he found very satisfying, and the possibility 
of his finding other employment. Apparently the worker 
talked with the patient•s wife who is described as being 
fearful of people and a person with several physical 
ailments, one of which was hypertension. With the sup-
portive help and interest of the social worker, Mr. A· 
was able to verbalize his anxiety around how useless he 
felt without the use of his back, how he is waiting for 
a final disposition of his case by the Accident Board, 
and he is reluctant to qonsider other employment at 
this time . The worker felt that little could be done 
at this time to change the financial situation in view 
of the attitude of the patient around a settlement from 
the Accident Board. The worker was aware of many prob-
lems in the background, but felt that nei~her patient nor 
his wife were prepared to consider further social service 
help . The case was closed. 
The writer feels that the medical social worker was sup-
portive not only to the patient but also to his wife, for both 
had a great deal of anxiety and tension . The patient was able 
to release a great deal of pent-up feeling around his back 
injury, his former job, and the settlement which he was hope-
fully awaiting . The writer feels that the worker clarified 
the ways in which Mr . A. could still function adequately, but 
the patient seemingly was receiving secondary gains from this 
illness, of which the worker , no doubt, was aware. This is 
one of the cases which the writer has noted as needing follow-
up social service, either by the social worker in the medical 
clinic or by a family agency . The medical record revealed 
that this patient was seen by the psychiatrist at MGH about 
six weeks after being discharged. Mr . A. was readmitted to 
the hospital and during this second admission, there was a 
psychiatric consultation. It was concluded that Mr. A. has a 
psychoneurosis with multiple psychosomatic complaints, that 
the family should be told that patient has a need to be de-
pendent . In view of this diagnosis, it seemed to the writer 
that Mr . A. was in need of casework services in the nature of 
a sustaining, dependable relationship, to offer him the op-
portunity to share his problems with someone outside the fami-
ly constellation, for it appears that his wife, being hyper-
tensive herself, is increasing the patient's anxieties and 
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frustrations . The following description of the writer's home 
visit with Mr . A. and his wife substantiates the need for 
social service follow-up; it exemplifies the many problems 
created by the stress and strain of illness, particularly the 
tremendous impact of the emotional factors . The interview was 
held three months after the patient was discharged. 
Mr. A. talked at length about his former job as a bus 
driver. He drove crippled children to and from school, 
and spoke of how much he enjoyed being with these chil-
dren. He showed the writer a letter he had recently 
received from one of these children, an expression of 
how much she missed him. He spoke of the gifts the 
children had sent him for Christmas and other occasions . 
11r. A. verbalized extensively his feelings around being 
able to resume l.vork, that he is "raring to go back ." 
He showed the writer a letter which the MGH clinic 
doctor wrote - "Mr . A. at present has no heart condition 
which would make him incapable of working." However, 
there is the problem with the employers of Mr . A. ; they 
have told him of how the lives of the passengers would. 
be in jeopardy if Mr . A. were to return as a driver. 
Mr . A· expressed much feeling around this attitude of 
the employers , he has been an employee for twenty years, 
and feels this is most unfair . For the past five days 
he has been working in the garage for the bus company, 
cleaning chairs with barcolene, and he showed the 
writer his hands, pointing out how bruised and rough 
they were . He sweeps out and cleans the interior of 
busses, a job, which he feels is twice as laborious as 
his former job . He expressed much resentment about 
receiving a decrease in salary; his former salary was 
$1 . 50 per hour, and now he receives $1 . 25 per hour . 
Mr . A. was uncertain whether or not he would continue 
with this cleaning job. He went into great detail 
about the hearings and other procedures which are en-
tailed with the Industrial Accident Board. He sees no 
reason for not being rehired in view of the letter from 
MGH . Mr . A. talked to a great length about his illness, 
his numerous hospitalizations, his ambivalence around 
consenting to further surgery on his back, and expressed 
a great deal of anxiety about the accumulation of debts. 
He owes his brother $2000, his employer , $500 ., and it 
will be necessary that he. repay his employer for another 
expense - employer has been paying the premiums on 
patient's Blue Cross for the past two years . Mr. A. 
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and his wife had to give up their own apartment two years 
ago , and since that time they have been living with their 
daughter and her family . This was another factor which 
caused him much anxiety. Mrs . A. spoke primarily of 
her own poor health , and expressed tremendous anxiety 
and discouragement around their indebtedness . She feels 
that they have had more than their share of misfortune 
and hardships , and compared their ill fate to that of 
others but she brought out how prolonged theirs has been. 
This case vividly illustrat es how illness affects the 
social and emotional structure of the family setting , and the 
psychological effect upon a patient and his family , the areas 
with which social service deals . If there had been a follow -
up , the caseworker might have been able to assist with con-
crete problems , the emotional disturbances of the patient and 
his wife , and help the wife to understand the patient ' s con-
dition and needs , and help her to understand her own needs and 
attitudes . 
case number 5 illustrates the use of three techniques: 
environmental modification, psychological support , and clarifi-
cation . The interview was held two and one -half months after 
discharge . 
Mrs . G., a 38 year old divorced woman, had a primary diag-
nosis of psoriasis , and a secondary diagnosis , rheuma-
toid arthritis . She received Disability Assistance . 
Prior to her hospitalization she lived in her own apart -
ment with her 16 year old daughter; her son, 19, was 
imprisoned • . After she was hospitalized, her daughter 
went to live with patient ' s mother . Patient was hospi -
talized at the MGH for eighty- nine days , and the refer -
ral to social service was made the day after patient 
was admitted . The reason for the referral was, "Dr . 
would like social service to get to know patient . " The 
worker talked with the patient frequently , and explored 
the situation. The patient was depressed and very con-
cerned about her children, especially the daughter who 
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had not been in to visit patient . The worker took direct 
action to reduce patient ' s anxiety in this area by talk-
ing with patient ' s sister, explaining to her the necessi -
ty for daughter to visit . The worker explained to the 
doctors each month (when they rotated) how plans were 
pending for transferring patient to a chronic hospital , 
and the worker shared in effecting this plan. The worker 
helped to reduce the patient ' s anxiety and encouraged 
her during this long hospitalization. Mrs . G. was in 
need of casework help not only because of the length of 
hospitalization, her concern about her children, but 
she needed the opportunity to release all of her feelings 
around this disease which has great psychologi cal ramifi-
cations. The writer speculates that the worker used 
psychological support and clarification throughout this 
contact with Mrs . G., to plan with the patient, to see 
the problem as Mrs . G. sees it, and to help her think 
more clearly and help her to accept and understand the 
plan to go to a chronic hospital . 
In this case there was no need for follow-up by the MGH 
social service since patient was transferred to a chronic 
hospital where social service would be offered. 
Case number 3 illustrates. how the caseworker used the 
techniques, psychological support and clarification. This is 
another case which the writer feels needed follow-up social 11 
service . The interview was held three months after discharge . 
Mrs . C., a 62.: .. y.~a"b old woman, had a primary diagnosis 
of myocardial infarction, and a secondary diagnosis, 
diabetes mellitus and obesity . Patient lived with her 
husband , two sons , a daughter , and a female cousin. 
Each member of the family unit , except the patient, was 
employed . Patient was hospitalized for twenty days, 
and the referral to social service was made one week 
after admission . The reason for the referral was: "for 
social evaluation and help in stressing the importance 
of diet." The worker explored the situation and found 
that there was a good family situation, that convales-
cent care would be adequate at home . Th e worker felt 
that patient assumed a non-serious attitude toward the 
diet . The medical recommendations were:· clinic visits 
once a month, a low caloric diet, a low sodium diabetic 
diet , limited activity around the house, assistance in 
housekeeping, and oral medication. 
The writer speculates that the caseworker used psycho-
logical support in exploring the social situation, and 
used clarification around the importance of the diet. 
In view of the number of people in the home and an in-
come of approximately $100 per week, there appeared to 
be no socio-economic problem nor any factors to prevent 
patient from convalescing at home. 
When the writer interviewed Mrs. c. in the home three 
months after her discharge from the hospital, it was 
apparent that Hrs . c. could have used social service 
help. ~IJ:rs. C. was preoccupied with the fear of death, 
pending disaster, and manifested many of the reactions 
to cardiac disease, which the writer has already dis-
cussed in Chapter III. Mrs . c. asked the writer such 
questions as: Do I look like a sick woman? Do you 
think it is all right for me to go out in a car to see 
the Christmas lights? I won 't drop dead? patient 
laughed after making the last remark; in fact, she 
laughs and smiles a great deal Hhile she expresses all 
of these anxieties. She said that she hoped she would 
live through the summer to see her son get married. She 
talked to a great length about the death~· of two brothers 
who had heart disease, and of people in the neighbor-
hood about whom she heard died from heart disease. Al -
though Mrs . c. is a diabetic, she focused her discussion 
around he r cardiac illness, but she did say she was ad-
hering to her low sodium diet. She verbalized her 
feelings of how she feels like an invalid, that her 
family does most of the housework, and she has great 
fear of going outside the house . Mrs. c. stated that 
she used to clean her eight rooms, cook, wash and iron, 
and shop without any as sistance . Now she finds it very 
difficult to sit, especially if she should see any dust 
on the floors . She will run the mop around , but she 
never shakes it out. She feels like a baby, and doesn't 
want all the attention her family gives her. The doc-
tor told her that she has seven years to live . She has 
had several "spells" since she returned home and has 
called in a private doctor. 
This patient could have been helped by social service; 
she was in need of support and encouragement as she started 
to resume her activities in the home, after she left the pro-
tective setting of the hospital. The uncertainty of the future 
and the threat of death we.re very real. Whether or not :rvirs . c. 
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was receiving secondary gains from this illness could be ex-
plored later, but she did have an emotional problem which so-
c i al service could have explored and possibly could have helped 
her to accept or understand this illness, thereby helping her 
to achieve a better adjustment . 
case number 4 illustrates the use of the three techniques: 
environmental modification, psychological support , and clarifi-
cation; it also is one of the cases which the writer feels 
needed follow - up social service . One of the reasons for the 
need to follow this patient after discharge was to evaluate 
her experience at the convalescent home . However , after the 
writer interviewed this patient, it was discovered that the 
emotional factors involved were significant and indicated need 
for social service help . The interview was held two months 
after discharge . 
Mrs . D., a 43 year old married woman, had a primary diag-
nosis of myocardial infarction, and a secondary diagno -
sis , hypertension . The family unit consisted only of 
her husband, employe d as a truckdriver for a furniture 
concern. The patient was hospitalized for twenty - nine 
days , and the referral to social service was made the 
twelfth day after admissi on . The reason for the refer-
ral was , "for the possibility of two or three weeks 
convalescence at the X res t home . " The caseworker, in 
exploring the situation, used the techniques of psycho -
logical support in order t o allow the patient to express 
her feelings about the illness , hospitalization, and the 
doctor ' s recommendation . The writer speculates also 
that the caseworker used clarification to inform the 
patient of the rest homes which had vacancies , etc . The 
patient did go to a rest home which was one of the medi -
cal recommendations . The patient was discharged to the 
care of a private physician, but MGH recommended a low 
sodium diet, gradual inc rease in activity at home . 
When the writer interviewed the patient it was learned 
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that patient left the rest home after six days, the con-
ditions there were intolerable. She "starved herself;" 
she was given salty foods , the patients were cramped and 
fifteen had to use one bathroom. Patient lost six pounds 
while she was at this home . She went to her sister's 
house where she remained until after New Year•s. Then 
her mother came to stay with her for seven weeks. pa-
tient complained that she feels tired all the time, she 
cleans one room a day. She has five rooms and a bath, 
but one room is used for storage. patient adheres 
faithfully to her diet, and her private doctor has pre-
scribed oral medication which she takes daily . Patient 
considers her high blood pressure her primary trouble, 
and last week she had a "spell" which kept her bedridden 
for four days . The doctor visited each of those days. 
Patient seldom leaves the house; she orders her food by 
phone, or her sister brings in her order on the week-
ends. Patient has no friends in this neighborhood; 
there is only one neighbor who comes in to see if patient 
needs anything . Most of patient's friends live in an-
other city where she lived until three years ago. Pa-
tient said that she understands her condition, that she 
sustained a stroke three years ago, and has limited her 
activity since that time. She is unable to bend over 
to wash out the bath tub , she is unable to iron unless 
she is seated, and then she is able to iron only a few 
small things, she couldn 1 t iron a blouse . She spends 
most of the day reading, and at night, watches tele-
vision. patient is unable to sleep late in the morn-
ings due to the airport being so nearby . She knows what 
time it is by the planes; one takes off every two min-
utes . She spoke of hov1 she has been waking up screaming 
with pain, but this has persisted for the past three 
years. The doctors seem indifferent when she tells 
them, or they say she is imagining it all; she knows she 
feels pain, and she has a great deal of anxiety about 
the cause of it. She focused on how all the mishaps in 
her life occurred on lf/ednesdays , that she sustained the 
stroke on a Wednesday, she was admitted to MGH on a 
Wednesday, last week she had her spell on a Wednesday, 
and it seems as though every time she has a spell it is 
on a Wednesday. patient showed the writer her paintings 
which were on the wall, and talked about how she used 
to love to paint, that she has her easel and all of her 
materials in the spare room, that she tried to paint 
last year, but she was too nervous, and just can•t get 
interested in it . Patient said that talking to the 
writer did her good, she seldom has anyone to talk to . 
She spoke of how much she missed dancing and having a 
highball once in a while . 
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It was the writer's feeling that although Mrs . D. admitted 
that she understood her illness, she had not been able to make 
a healthy adjustment to it. This patient is more or less iso-
lated and lonely, and in such a situation fears and depression 
increase . The writer speculates that Mrs . D. received recog-
nition and prestige as a painter , that she had friends or a 
sustaining group with whom to associate, and now she lacks 
satisfying work and satisfying recreation, which inevitably 
are anxiety- provoking. 
It is the writer's feeling that Mrs . D· could be helped 
by social service to relieve some of these anxieties and ten-
sion, to re-direct her energies toward resuming more of the 
activities of daily living; to, at least, explore her feelings 
around renewing interest in painting. 
and help in dealing with her problems . 
Mrs . D. needs guidance 
Loneliness and lack 
of recreation contribute to emotional disturbance, and this in 
turn affects the response to medical treatment. The feelings 
of hopelessness and discouragement could eventually effect a 
depressive state or psychological invalidism. The worker 
could point out what can be achieved, where to begin in build-
ing new social relationships or interests . However, Mrs . D. 
might derive neurotic gains from this illness, but this is 
an area which would need exploration. A referral to a family 
agency or to a psychiatrist might be indicated. 
cases 7, 8, and 9 were considered by the writer as needing 
follow -up social service for only one reason: to evaluate the 
il 
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experiences in the convalescent home. After the writer inter-
viewed the patients in cases 7 and 8 , it was found that only 
one of these patients had been exposed to unpleasant con-
ditions. Both of these patients, however, were making ade-
quate adjustments to their illness . The patient in case 9 
died in the nursing home one week after he was admitted there . 
Case number 10 also exemplifies the use of the techni~e , 
psychological support, and this is the last case in this group 
of referred cases which the writer considered as needing 
follow-up social service . The interview was held two months 
after discharge . 
-
Mr . s ., a 62 year old married man, had a primary diagno-
sis of myocardial infarction, and a secondary diagnosis, 
hypertension . He lived with his wife, a son, 20 years 
old, and three daughters whose ages were 23, 18, and 8. 
patient was hospitalized for twenty-three days; the re-
ferral to social service was made nine days after ad-
mission. The reason for the referral was : "patient is 
having expensive treatment and will not be able to work 
for three months . " He appears to have made no plans to 
cover this . The caseworker explored the situation. 
Again the writer speculates that the worker allowed the 
patient to express his feelings, and showed him sympa-
thetic understanding and acceptance . The worker's im-
pression was that he was very independent, he had immi-
grated to this country from Italy during World war I · 
He has a language difficulty . His salary was being con-
tinued during his illness; he had been a laborer for 
thirty years . The result of the exploration ~as that 
this was a closely knit family who pooled their resources 
to help each other, family able to handle the situation. 
No need for social service to follow. When the writer 
first telephoned to make an appointment for a home visit, 
r.1rs . S . said that patient was doing fine , that they 
were not interested. However, after the writer clari-
fied the situation, Mrs. s . agreed to the interview. 
\-Then the writer arrived at the home, patient and his 
wife seemed to be suspicious and apprehensive; however , 
as the interview progressed, they relaxed and became 
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very loquacious . patient had asked his sister to sit in 
on the interview in order to interpret because patient 
spok e minimum English . When patient was discharged, the 
HGH recommended : clinic in two weeks to check on progress 
of recovery, no added salt diet, progressive increase in 
activity to outside walking as determined by clinic 
visits , digitoxin daily . Patient adheres strictly to 
the diet, although he dislikes the food . He is used to 
spicy and hot dishes, but he does what the doctor tells 
him. He has been back to the clinic three times since 
h is discharge, and on his next appointment the doctor 
will tell him if he is able to return to work. He has 
been taking it easy, sitting around, reading the Italian 
newspapers . He stayed indoors about six weeks, then he 
began to take short walks . His sister-in-law has been 
driving him to the clinic . Patient lives quite a dis-
tance from MGH · His employer has assured him that he 
will be given light work when he returns . patient is 
within walking distance from his job; he is tired of 
sitting around and is eager to return to work . patient 
receives income from his 23 year old daughter, and from 
his 18 year old daughter whenever she works . The latter 
works intermittently . When Mr . s . spoke of his son, 
the writer noticed some irritation as patient explained . 
Seemingly the son contributes very little, if anything . 
The sister introduced the subject of another daughter 
who had been committed to Medfield state Hospital two 
weeks ago . Patient spoke in Italian to his sister who 
informed the writer what patient had said. Mrs . s . is 
able to speak Engli sh, and she verbalized her feelings 
around this . 
Both Mr . and Mrs . s . feel that the daughter's employers 
are responsible for this breakdown, that they worked 
the daughter too hard . It seems as though the daughter 
lived with these people , worked in their home and in 
their store . The daughter, who is 33 years of age, used 
to come home on weekends , and the weekend she was com-
mitted, she was raving and Mrs . s . could do nothing to 
restrain the daughter . Mrs . s . did say that she was con-
cerned about her husband, that she was afraid he would 
have an attack , so she had to get the girl out of the 
house immediately . 
With the help of the sister who interpreted, the writer 
was told that Mr . s . wanted to go out and kill these 
people . He holds them responsible for what happened to 
his daughter . He also feels that children are no help, 
they bring only trouble, and asked if the writer had any 
children . He suggested that the writer was better off 
----
without any. Mrs . s . was extremely anxious, and wondered 
how she could prevent these employers from visiting her 
daughter at the state hospital; she has asked the doc-
tors there to see to it that only the family visit, but 
this request was ignored. She had many questions to 
ask the writer about mental hospitals, how long would 
daughter have to stay there , could they help her , what 
causes mental breakdown, e tc. 
It is the writer ' s feeling that Mr . s ., if seen by so-
cial service during his clinic visits, could have been 
helped in this area of his daughter's hospitalization. 
There was a need for clarification and emotional support 
to help him through this stressful situation . It would 
be necessary to explore how he and his family looked 
upon mental illness , and how they saw themselves as the 
parents of a mentally ill daughter . The writer feels 
that Mr . s . felt ashamed and angry; he and his wife were 
very confused as a result of this sudden traumatic 
experience . The writer feels too that the reason for 
their initial reluctance to be interviewed by the writer 
was related to their fears of not only the unknown (the 
writer , the ucs, a research study), but possibly they 
were afraid to talk with anyone at this time . The sis-
ter had told the writer that both Mr. and Mrs . s . stay 
to themselves , they have little understanding of communi-
ty life, and had never heard of the UCS or such a medi-
cal evaluation; they have no close friends, just their 
relatives, so they are not exposed to the ordinary daily 
happenings . 
In view of this patient ' s diagnosis and all of the psy-
chological ramifications of cardiac illness and hyper-
tension, this sudden disruption of the family structure 
was a factor to increase his anxiety which consequently 
could have an unfavorable effect upon his physical con-
dition. 
In this chapter the writer has described the activity of 
the social worker with this group of patients . In reviewing 
the eleven cases which were referred to social service the 
following conclusions were made: 1) there was a common reason 
for the referral, either for disposition plans or for a social ! 
and/or financial evaluation; 2) all referrals were received 
by the social worker whose services were accepted by all of 
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the patients; 3) the techniques used by the social worker were 
psychological support , environmental modification, and clarifi-
cation. With each of these eleven patients psychological sup-
port was used; one or both of the other techniques were used 
with eight patients . 
The writer has already mentioned how it was necessary to 
more or less read in between the lines of the summarized re-
cordings in order to ascertain what techniques were used. The 
writer has elaborated on and presented cases to illustrate how 
these techniques were utilized : the supportive help {inter-
est , sympathetic understanding, allowing verbalization of 
feelings, etc . ) in exploring the socio - economic situation and 
in working with the patient and his family around discharge 
plans, the help offered in planning for transfer to a chronic 
hospital or convalescent home, and the interpretation to the 
doctors . The writer feels that the social worker enabled the 
patient and/or his family to gain a greater understanding of 
the illness and to discuss freely with the worker any questions 
concerning the implications of the illness . It would seem 
probable that positive relationships were established with 
some of these patients; perhaps with those who were hospital-
ized for two weeks or longer ; ho1r1ever , this can be only a 
speculation as there are a variety of significant factors to 
be considered in the client-worker relationship . 
As a result of the writer's interviews with these patients 
there was an indication of a need for follow-up social service, 
61. 
./ 
primarily to evaluate the adjustment of patients after dis -
charge: those who are followed in the clinic, those who are 
t reated by a private physician, and those who had been dis- II 
charged to convalescent homes . The writer is aware of the 11 
realistic factors which prevent such intensive follow-up: the 
heavy case loads , the activity of the worker on the war d and II 
in the clinic, the time allotted for recording, etc .; however, 
the writer feels that exploration of these areas mentioned 
above is vital to the continuity of medical care . 
In reviewing the eight cases which were not referred to 
social se~vice, the writer concluded that social service might 
have been helpful to five patients during their hospitali-
zation, and helpful to three patients after they were dis-
charged. 
Using the length of hospitalization as a factor to be 
considered in referral of patients to social service, in this 
group of eight patients, there were seven who were hospital- II 
ized for one week or longer . Three patients were hospitalized 
for more than thirty days; the writer feels that each of these 
patients should have been referred to social service which 
might have been helpful to alleviate anxiety, tension, and 
the many fears peculiar to the chronically ill patient . The 
writer interviewed the daughter of an eighty-seven year old 
widow1who was hospitalized for only nine days; however, this 
was the first hospitalization for this patient who was very 
lonely and frightened while she was in the hospital . The 
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writer learned that this patient had died after she returned 
to her home; therefore, it was impossible to obtain the pa-
tient 1 s own reaction . 
When the writer interviewed these eight patients (who had 
no contact with social service) it was found that four were 
making adequate adjustments to their disabilities, and they 
had a cooperative family group which was a significant factor 
in the continuity of medical care . 
The following case is presented to illustrate how the 
techniques of psychological support and clarification might 
have been helpful to this patient if she had been referr ed to 
social service . The interview was held three months after 
discharge . 
Mrs . p. , a twenty-six year old woman, has a diagnosis 
of rheumatic heart disease with mitral stenosis . She 
was hospitalized for nine days . Patient lived with 
her husband , mother, and her eight year old son . The 
MGH recommended : rest and no strenuous activity, 
supervision of this program by an untrained person, 
a check- up by a pr i vate doctor in three weeks , and 
return to work in two weeks . Mrs . p . is one of the 
patients who partially carried out the medical recom-
mendations, and the factor which hindered total conti-
nuity was the attitude of the patient . When the writer 
int erviewed the patient , two months after her discharge 
from MGH, the patient had returned to her job as a 
stitcher . She had a relapse one week after returning 
home , and was confined to the bed for two weeks . Her 
doctor had visited every day during those two weeks in 
order to give her an injection. pati ent preferred to !I 
remain at home than t o be re - admit t ed to the hospital . 
She said that she understands her condition, which she 
has had most of her life, including cardiac surgery j 
she has been adhering faithfully to a salt free diet 
for years . she takes penicillin tablets daily, in 
fact , she has to take them for the rest of her life as 
she is susceptible to pneun1onia . Although the MGH 
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recommended rest , patient seldom took a nap. Her hus -
band said that he could do nothing with her; she just 
does what she wants to do . He has told her to quit 
her job, but she wants to work, she has big ideas , she 
wants clothes, household furnishings, and material 
things . Mrs . p . said that she has to keep active; she 
prefers to work than to stay home ; she focused on all 
the adverse factors around her job : the difficulties 
she encounters with other employees , how they gossip 
and say things to her which upset her and make her ex-
tremely nervous . She is unable to forget about the 
job and the employees when she is home . In addition 
to working five days a week, she washes floors and 
does most of the housework on Saturdays . During the 
week her mother does all of the housework , cooking , 
and takes care of patient ' s son . Her husband drives 
patient to and from work, also to the doctor ' s office . 
Patient complained of being tired all the time, how 
she feels she would like to stop working, and then she 
has nothing much to do at home , and she would feel 
worse just sitting around, and then, too , they can 
always use the money . patient is concerned about the 
hospital bill and verbalized how unfair she felt it 
was that she is ineligible for Blue Cross or any health 
insurance because of her cardiac condition . Patient 
expressed also her ambivalence a round treating at the 
clinic; she feels that the trip to the hospital and 
the waiting in the clinic would be too much for her; 
however, she expressed the idea that if the hospital 
were to mail her an appointment , she would be "forced 
to come in . " Mr . p . expressed his opinion on this; 
he feels that the hospital is better equipped, that 
patient should go to the clinic to have a good over-
all check- up . Patient had been complaining for the 
past three weeks about having chills , that at night her 
back "freezes up , " and she is unable to get warm re-
gardless of the number of blankets she us e s . 
It seemed to the writer that Mrs . p . was denying her ill-
ness, that she had many problems which she presented, but 
there probably were other underlying problems with which she 
might have been helped. Since 11rs . p . is being seen by a pri -
vate physici~n , these socio- emotional aspects of her illness 
might not be explored , and Mrs . p . could be helped in the 
areas of her feelings around the illness , the recommendations , 
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the job, and around treating at the clinic for follow-up care . 
This case exemplifies many factors which the writer has 
discussed in this study: chronic illness is not unique to the 
aged, the attitude of the patient is a basic factor in ef- I, 
fecting the continuity of care , the family unit can be a posi -
tive factor in continuity of care, the recognition that the 
individual patient must be treated as a whole person , this 
involves understanding what this illness means to him and the 
defensive measures he takes to meet this situation, and final-
l y , the need for follow-up social service or frequent evalu-
ation of the needs of patients who are treated by private 
physicians . 
This chapter on the activity of the social service de -
partment indicates that all patients are not necessarily in 
need of social service . It was seen that many had made ad-
justments and were able to manage because of their own 
strengths , and/or the support of the family group . Of the 
eleven patients who were known to social service , there were 
nine who totally carried out the medical recommendations . 
11 The factor which hindered the continuity for the other two 
patients who were known to social service was a medical facili-
ty . Of the eight patients who were not known to social serv-
ice , there were only two who partially carried out the recom-
mendations , and here, the hindrance to continuity was the II 
attitude . The writer feels that the social worker might have 
helped these last two patients with their emotional problems 
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around the illness and with other aspects of their lives . 
Possibly by helping to modify their attitude toward the recom-
mendations , the social worker might have effected total conti-
nuity of medical care . 
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CHAPTER VII 
SUMMARY AND CONCLUSIONS 
A study of the continuity of medical care h a s been in 
progress at the United Community Services . The purpose of 
this study was to de t ermine : 1) How well were recommendations 
carried out? and 2) What factors hindered or contributed to 
the continuity of care? The method for answering these ques~ 
tions was by making follow-up home visits . The areas for 
exploration were developed by the u.c.s . study group; the 
follow-up interviews were conducted by four students of social 
work in a group thesis as part of their requirement for the II 
degree of Master of Science in Social Service . The study was 
organized and supervised by Dr . Leonard Rosenfeld , who was 
assisted by Dr . Avedis Donabedian, and Mrs . Ruth cowin. Three 
hospitals in the Greater Boston area participated in this 
study . The first eight y - four patients who met the criteria 
of this study made up the pilot group ; these cases were di-
vided among the four students of social work according to 
hospitals . This writer was assigned nineteen patients from 
the Ma ssachusetts General Hospital . The patients in this 
study were selected on the basis of three diagnoses: heart 
disease , rheumatoid arthritis , and severe diabetes . 
The physical and psycho-social ramifications of chronic 
illness were discussed with an elaboration on the social and 
emotional aspects of heart disease . The genera~ socio - eco -
nomic and medical characteristics of the patients under study 
were discussed and tabulated; this revealed the following: 
of the nineteen patients studied, ten were females and nine 
were males; there were thirteen patients who had no dependen~, 
this group included six married women who were supported by 
members of the family, four widowed patients, one divorced 
patient, and t-vw single patients. Of the six patients who 
did have dependents, five were married men, and one patient 
was a divorced woman. No patient had more than three de-
pendents. There were relatively few changes in the living 
arrangements at the time of discharge . There were fifteen 
patients who, at the time of admission, had been living in 
their own homes with a family; eleven of these patients re-
turned to the same type of living arrangement. The other four 
were discharged to homes of relatives or to other medical 
settings. The patients who had no family nor relatives were 
discharged to convalescent homes. No patient returned to an 
environment where he was entirely alone. Two of the patients 
had died before follow-up interviews could be scheduled; one 
patient died at home, the other , in a nursing home . The 
source of income for fifteen patients at the time of admission 
remained the same after discharge from the hospital. Six of 'I 
these patients had been receiving public assistance, some type 
of compensation, or had been supported by their families or 
their own savings. Only one patient discontinued work, and 
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she became dependent on the income of her husband . 
Only two~---. 
patients found it necessary to apply for public assistance of 
Veteran's benefits. The educational level of this group of 
patients ranged from three years to twenty years; the,f largest 
nu.mber of patients were on the eight-twelve year level. 
II It was found that fifteen patients had a primary diagno -
sis of heart disease; three had diabetes mellitus , .and one 
patient had psoriasis with rheumatoid arthritis. The degree 
of severity, in the majority of cases, was classified as 
"moderate . '' Seventeen patients had a combination of mgabili-
jl 
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ties. More than helf of the patients had a prognosis up to 
ten years or more . The criteria used to determine what hin-
dered or contributed to the continuity of care were the follow-
ing factors : the patient ' s attitude, the patient's attitude 
and family, the f~~ily , and the patient ' s attitude and the 
medical facilities . Summaries of the follow-up home inter-
views were presented to illustrate thes e four factors in 
determining the continuity of medical care. In this study 
group it was found that fifteen patients carried out entirely 
the recommendations; four partially carried out the recom-
mendations, and no patient totally failed to carry out the 
medical recormnendations . The factor which contributed to the 
continuity of care in seven cases was the attitude of the pa-
tient and the medical facilities; this implies that there was 
a good doctor - patient relationship , and the patient approved 
of and had confidence in the medical staff . In all of the 
cases the attitude of the patient was an interrelated factor 
in carrying out or not carrying out recommendations; it was 
found that the underlying dynamics around the meaning of this 
illness, such as the fear of sudden death, secondary gains, 1: 
etc., affected the attitude. In the group of patients who had 
total continuity of medical care, the contributory factor in 
five of the cases was the patient's attitude and the family 
who ministered to the patient's needs, supervised the regimen, 
etc. There were only two patients whose attitude alone 'l 
contributed to continuity, and only one patient whose family 
was the primary determinant. 
In the group of the four patients who partially carried 
out the recommendations, the hindering factor in two cases 
was the attitude of the patient, and in the other two cases, 
the medical facilities, which refer to the unsatisfactory 
conditions in convalescent homes, resulting in the patientts 
convalescence being shortened, thereby breaking the continui-
ty of medical care. 
In the area of the activity of the social worker, it was 
found that eleven patients were referred; all referrals were 
made by the resident at social service rounds, the reason 
common to all referrals was for a financial and/or social 
evaluation, or to plan for disposition. The length of hospi-
tallization for these eleven patients ranged from seven to 
thirty-five days; for the eight who were not referred, from 
seven to thirty-five days. Each referral was received and 
followed through by the medical social worker. The casework 
techniques used were psychological support, environmental 
modification, and clarification; case presentations were given 
to illustrate these techniques . Of the eleven patients who 
were known to social service, there were only two who had 
partial continuity of medical care, and the hindering factor 
was the attitude of the patient . Of the eight patients who 
were not known to social service , there were only two who 
partially carried out the recommendations, and again, the 
hindrance to continuity was the attitude of the patient. 
After interviewing these nineteen patients, the writer felt 
that seven of those patients who had been known to social 
service needed to be followed-up, that three of those who had 
not been known to social service might have made better ad-
justments if they had a sustaining relationship with a social 
worker . 
From this study, then, the following conclusions were 
made: the writer was able to explore only the first element 
of the definition of continuity of care, namely, availability 
of appropriate services when and as needed. In order to form 
any meaningful judgments with regard to the second part of 
the definition, ~ould necessitate designing a different form 
of study which would entail case studies to determine whether 
r 
the patient is seen by the same physicians in a series of II 
visits to out-patient departments and deeper exploration into 
referral and information exchange with various service agen-
cies . The study revealed that there is a need for follow - up 
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social service to patients who are discharged to convalescent 
homes for a temporary period, in order to evaluate their 
reactions to this experience . Also there is a need for social 
service records to be kept open for a longer period of time; 
it was found that most of the cases in this study were closed 
when the patient was discharged. Many patients need the 
support and encouragement of the social worker while they 
attempt to readjust their lives . However, this study fotmd 
that all patients are not in need of social service , that many 
were able to manage because of their own strengths and/or the 
support of the family . This study has exemplified the inte-
grated approach to the treatment of chronic illness, the 
interrelationship of social and emotional factors in the eti-
ology and treatment of disease, and the role of the worker as 
the link to the medical staff, by her individualizing the pa-
tient for the doctor, thereby enhancing the team approach II 
which is vital to the continuity of medical care . It is hoped 
that this study will stimulate more research in this area . 
- --- =---====:::-
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'Jllue for Completion 
of Schedule 
HEDICAL CARE EVALUATION S'IUDIES 
-~,...._.. ~-........ 
. stu¥ of Continuity of Medical_.2a.!'.! 
!l_ischarge Medical In!!tnto& 
Hospital __________________ , ________ __ Service 
------
ifame: 
~-----------------~----~------ Hospi.tal Noo _ ,,... -----
Address: Phone Noo 
------·----------------------------
Sex: 
-----
Age~·-----
Yeal"s of School Compltd~ed.; __ m ----
Family' Income: ( Estimatag if neceesaey) 
Leas than $1»000 
fn.,000-$1, 999 
$2,9000-$2~999 
-
$3$0004.3s999 
$48 000...,'$4y999 
$58000-and 
over 
----------------
~~---....... 045 
Number 1n Family: 
--
Number 1Vorkingt ------
Data Admittedt Date Discharged: __ _ 
Date Admitted Date Discharged 
....,.,... ;:.~ 
-..-...-..-..... --
-~~-----I>CW"-----·----·--
·14- No i;e Additional Admissions on Reverse Side I 
I 
~2.~ 
Usual Job: 
~·;a---........ --~--
Indust.ry: ___ ~--= 
~~~~[.E!I!ents :~ 
Ao Household: 
lc Living with Family: 
~1.a tionshiE 
---------------------------
2., Living with Unrelated Persons .. 
)., Living Alons~----. ....,..~----­
B, ~el!Lf!:!.a~l~:_ 
Se:t 
Until When: 
Age 
-
1., Person available at home for needed housekeeping and bed aide care? 
=~ 
Relationship: _______ ., _____ , ________ ==----·-=-
&" Full=t:ima da:lly 
b., Part-time daily 
Co Occasionally 
l, Residence: 
.....m· ~
~ of household head: 
~., •. ....,.,..,,,,v-r= 
1 ... • ~~a 
Diagnosis: 
~~.-.e.·~~ 
=3-
Location: 
M.st all cond:t. tions tltat. interfere wi t.'l-t or l:imi t pt. tiar::r;. r s a c t;t n ti ~s ·' 
or which uo likely to do so in the fu"tm~e (in adt-"MlCS of li:udtat.'..ou~ 
llrhich :may nm.••mmlq ac1:ompsny the aging process), or coOOii'ric:,rH!J that 
~ight require medical or nursing ca~e1 reh&bili~tion or other-
sernceso Include ps-Jch.iatric conditions" 
-.c.-..~= .. ...,-..------- ----- ------- ~-·----.....--~-~ 
-·-----------------------------· ~--,_,_ __ l:a-4.-~~~ .... 
___ ....,..._..._. _________ ------
(List a~ mdditional conditions on reverse aida) 
!J ~ attached ins~GrUations for definition. of tams and :laesifice.tion, 
I!!otim te cf Ca.paei ·!.;y: 
cu.-~~·~~~ 
2 
3 
(Circle munbers which most clearly characterize pa.tiant) 
Estimated Caps.ci t,· 
_._(3 mo,Etha I 
1 
3 
Unlimited ability to work at usual ot::cu.pation 
(including school and houso~o~k)o 
L:l.mi tad ability ·l;o work at usual oec:upe. t.i.O''!l 
or changed occupationo 
Able to ca.1~ry out~ act:i.v:i. ties or d&il:J' l:i:<r:i.ng., 
but unable to work or adjust ~.ndepm!doctly: 
,. 
Cu:r·rent S t8 tua Eati.ma tad Capaci 1iY 
_Q.~n~.:~-
-=-~_,.,-.. .u._a ___ ,__ _ 
i.imitad abili ~r for &c'li,it;i tj.E~C of da.11y 
living,, 
Complete dependence .., urmbla to cn~ .. r ()tlt 
any acM.viti£lB of daily li\'!'"lng., 
---~-""~ _ _.._..,....., __ ,_, ------~--. ~---
___ _, __ ~------·----·-----,----·-"-·--~tnlr-.;1:1n.·-.-"""'--J-:to~JC;C~~ 
----------~-
I~t:l.!Mte of Med!,cnl Services Required: ( 3 mon·hlt.:s) 
~1.~--.:~t=:: • • - =· "--
Enter eatmt. ta of med:J.cal care required fo:t- all conditions f:.:'o·m 11h:tch pta ·kt~:~:~t 
vM~F- suf'f'ari'tl'lg at the time of discharf'.e fl'om the l!loapi~l.\J to keep tho :p.<;~"~ient. &D 
t:•r,ll as poo~ible, rutd to help him aC:1ieTtl hia lltllx:i.mum pcl'tenti,8~ ct~p~c:J t;Jn.~ o 
b!ed1.c::al Supervision 
~~-----------
Hehebil:i.tut.i.on Sarvice (specity type, io'3c physical tharapy9 occu.ps.'tioml ·!;Jw:r.cpy, 
prevcJ~.a tions.l traintng.!J voca. tional counselling, speech ther>.%py, job pl;.:Aceruoxat:1 
sheltered work~ prosthetics, other)o 
;)ertWil Service 
( Sp3ci.f.y T,ypa) 
0~her Medi~~t Service 
{ Spscity 'l)roe ) 
-------·------------~~-----------
.f~ar.::b1um 'c.o be c~m.ed aut by pa. tient ( ap.-,ci.t)r - L, e, diet.,., madicl! t.ion .~ o.rr.lp or. 
J:~:r·anter&ls exercise .1) other) o 
~~-~--~------·-------------------------~· 
I 
I 
I 
.-n~~$.<1. ... '»_ .. _·-· ---
V .~~~~~L~rsil!S ~ervicoa Required: (3 months) 
(BEXiside cal"e9 observation, :\.njection, dreseing9 demonstration ;~nd :.natruei'~ior~ 
extarcise, including supervision of graded activii{{, other.,) 
?:equeney or .Amount:. 
'if, ~~ ot, .. ~~itutional C~re Required~~ 
(Specify typo and amount- ioeo hospital1 mental hospital, mtrsing homer 
othe:r ina·~ tu tions) ... in next 3 months o 
-----------------~~ 
i~ Other Services~ 
--·~'!V~!;.,U~ 
(io~o = SociW.. ~rnce~ Housekeeping Service) - .3 mont.-1-tso 
!D?!--~~ ~~uency o~ Amount 
w~~~-----------------------------------~~------------------~ ----=---· ---
·---~~,--------------------~------·-------------------------
'------------------·--------------------... ~~--!~~.~::;: 
:.il_. To what Agencies? 
n.-.,.... >:,.-...,;.,-.------------------------m-----==----
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